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ITORIAL 


March, 1951 


THE TEAM SPIRIT 


THE phrase “The Dental Team” is nowadays, 
we are glad to say, one which is frequently 
heard, and of course alludes to the dental 
surgeon, to his surgery and office staff, and to 
his technicians. This team work in the practice 
of dentistry is something which should be 
encouraged to the limit, and in this connexion 
Tue DENTAL PRACTITIONER is happy to play 
its part. Commencing with the April number it 
will have added another member to the team, 
an addition which we feel sure will do much to 
maintain the high level of team spirit that has 
already been achieved. 


The Official Supplement of the Dental 
Laboratories Section of the Surgical Instru- 
ment Manufacturers Association will be in- 
cluded as a regular monthly feature. This 
supplement will give news to the members and 
articles of interest to surgeon and technician 
alike. Those who visited the Table Demonstra- 
tions at the Annual General Meeting in 
February will know that we all have much 
to gain by our mutual co-operation. The 
members, all of whom are bona fide laboratory 
owners, have a strict ethical code, are keen 


participants in their craft, and are always 
eager to do everything possible for its further- 
ance and improvement. 


We feel certain that with the inclusion of the 
Proceedings of the British Society of Perio- 
dontology and the Official Supplement of the 
Dental Laboratories Section of S.I.M.A. in the 
DENTAL PRACTITIONER, we shall go from 
strength to strength, giving you, our reader, 
first-class up-to-date information and articles 
on every section of your daily work. 


THE PRESENT NUMBER 


In the present issue we have departed from 
our practice of devoting the main items to the 
work of one particular dental school. This has 
enabled us to include several articles which 
have been independently contributed. We 
hope you will find the varied contents of con- 
siderable interest. 


In the April issue we shall be reverting to the 
previous plan, and the articles will be from the 
Staff of the National Dental Hospital. 
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CLEFT PALATE 


By MICHAEL C. OLDFIELD, M.B.E., D.M., M.Ch. Oxon., F.R.C.S. 
Surgeon, The General Infirmary at Leeds 


In evolution, the palate can be considered as 
a comparatively recent acquisition, because 
it is only fully developed in mammals and the 
palate of invertebrates is either absent or 
cleft. 

As the most recently acquired hereditary 
characters are the most unstable, it is not 
really surprising how often, in human beings, 
the palate is found to be cleft. 


Table I.—SEx INCIDENCE IN ALL TyPEs OF CLEFT 
Lip AND PALATE 


MALE FEMALE 


No. of Percent- | No. of Percent- 


Cases age Cases age 
Fogh-Andersen 606 60-6 394 39-4 
(in 1000 cases) 
Present series 365 58-7 257 41-3 


(622 cases) 


owing to the multiplicity and complexity of 
the hereditary genes involved and also owing 
to the potent effect of these environmental 
factors during the early months of pregnancy. 

One day, I hope, we shall learn more about 
the cause of congenital defects, and so may 
be able to reduce their incidence or even 
prevent them. At present we can only try 
to repair them after they have occurred, and, 


Table II.—SEx DISTRIBUTION AMONGST CASES OF 
HARE-LIP ALONE, CLEFT PALATE WITH HARE- 
LIP, AND ISOLATED CLEFT PALATE 


-Focu-ANDERSEN PRESENT SERIES 
(625 CaAsEs) (622 CasEs) 


Male Female Female 
Hare-lip 90 48 68 46 
Hare-lip and cleft = 257 103 196 96 
palate 
Cleft palate «48 84 101 115 


Ratio—Male : Female :: 3: 2 


Malnutrition or apparently minor illnesses 
of the mother during the first three months of 
her pregnancy are the sort of unfavourable 
environmental factors which affect the foetus 
and may be enough to uncover hidden here- 
ditary defects. The process of fusion of the 


to-day, about one in six hundred babies born 
into the world will have a cleft in its lip or 
palate for somebody to repair. 


SEX INCIDENCE 


The overall incidence amongst boys and 
girls is in the ratio of 3 ; 2 (Table I). 


Table II1I.—INcCIDENCE OF CLEFTS IN THE LIP AND PALATE 


| 
-FocH-ANDERSEN PRESENT SERIES 


(1000 Cases) (622 CasEs) 


Approximate No. of Percent- 
| Cases age 


| VEAU | 
(1000 Cases) 
Percentage 
Hare-lip alone | 25 
Hare-lip and cleft | 50 
palate | 
Cleft palate alone 25 


No. of Percent- 
Cases age 


275 27:5 114 18-3 
514 51-4 292 47 


211 21-1 216 34-7 


palate is hindered and the baby is born with a 
cleft palate. 

Although a congenital defect is often carried 
as a recessive factor, in human families it is 
rare to find the classical Mendelian ratios, 
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Isolated cleft in the palate is a different kind 
of deformity from the rest and is carried in a 
different gene complex. It is more common in 
girls, and when it is inherited it is a dominant, 
whereas the others are recessive. In isolated 
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cleft palate there is a deficiency of tissue and 
the palatine bone is often missing completely, 
whereas in the other clefts there is only lack of 


Table [V.—INCIDENCE OF THE Four TYPES OF 
CLEFT PALATE 


| VEAU PRESENT SERIES 
1000 Cases) (506 CasEs) 
| Percent- 
Percentage Cases age 
Veau Type I | 20-8 70 13-8 
Type Il | 171 33-8 
Type III 38-8 194 
Type IV | 9-6 71 14-1] 


fusion. Isolated cleft of the palate may be 
associated with mandibular regression and 
occasionally tongue swallowing. 


TREATMENT 


As the main disability of a cleft palate 
patient is the defect in speech, it is important 
before planning the repair of a palate, to know 
details of the normal mechanism for the 
production of speech sounds. With this in 
mind, we can then repair the mechanical 
defects in the speech apparatus of a cleft- 
palate patient. It is necessary to attain in- 
creased pressure of air in the mouth for pro- 
duction of all consonant sounds except “M” 
and “NG”. Competence of the nasopharyn- 
geal valve is essential therefore for the produc- 
tion of oral consonant sounds (Figs. 1, 2). 

Nasopharyngeal Valve.—The nasopharyn- 
geal isthmus is closed by a series of overlapping 
muscular slings forming an air-tight sphincter 
which opens and closes with lightning 
rapidity during speech. Complete nasopharyn- 
geal occlusion is effected by elevation of the 
middle third of the soft palate into contact 
with Passavant’s ridge and the lateral walls 
of the pharynx. 

The levator sling arches the middle third of 
the soft palate. The horseshoe fibres of the 
palato-pharyngeus raise Passavant’s ridge on 
the postero-superior wall of the pharynx, 
whilst the muscle in the posterior pillars and 
salpingo-pharyngei draw the side walls in- 
wards. The tensor palati tightens and flattens 
the soft palate and is used normally for 


swallowing to press food downwards into the 
gullet. It acts, therefore, as an antagonist to 
the levator sling. If the hamulus is fractured, 
the action of the tensor is reversed and it can 
be recruited as a second sling to reinforce the 
levator. 

When the soft palate is cleft, the levator 
sling is incomplete, the valve is incompetent, 
and oral consonant sounds cannot be pro- 
nounced properly. When repairing a cleft 
palate it is essential, therefore, to restore the 
efficiency of the levator sling and provide 
a mobile and muscular soft palate which can 
be arched rapidly into contact with Passa- 
vant’s ridge. An active muscular soft palate 
is more effective than a long and flaccid one. 
Length is less important than muscularity and 
mobility. 

Age for Operation upon the Palate.— Repair 
of the palate is advisable during the second 
year, usually at about eighteen months, so that 
the nasopharyngeal valve is efficient before the 
child begins to speak distinctly. 

Technique of Operation for Repair of the 
Palate. 

a. Primary Cases.—Personally I believe 
that the technique first described by Veau 
(1931) and later modified by Wardill (1937) 
and Kilner (1937) yields the most satisfactory 
results. To ensure efficient mobilization under 
direct vision, in fact, filleting of the soft tissues 
from the bone, the lateral buccal flaps must be 
divided in front, but in doing this the com- 
municating branch between the anterior and 
posterior palatine arteries should be divided 
between ligatures, to avoid hemorrhage; but 
on no account should the posterior palatine 
arteries be divided, because, if accurately 
mobilized, they are never a cause of lateral 
tension on the flaps. Moreover, as they are the 
main blood-supply of the long posterior flaps, 
their division is often followed by sloughing, 
and this does not occur if they are left 
intact. 

Each hamulus is fractured to convert the 
tensor into a levator sling and wide mobiliza- 
tion of the lateral pharyngeal wall is ensured 
by dissection along the inner side of the 
internal pterygoid plate as far as the base of 
the skull. Nasal mucosal flaps from the floor 
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and side walls of the nose, as well as from the 
nasal septum, should be freely mobilized so 
that nasal closure can be complete in each 
case. The muscles of the soft palate should 


also be united carefully in the midline. 


b. Secondary Cases.—In the majority of 
secondary cases (by which I mean those in 


Fig. 1.—Radiograph by Dr. A. S. Johnstone 
showing the nasopharyngeal valve open and air 
passing from the pharynx through the nose during 
the pronunciation of the nasal consonant sound 


which there has been an unsuccessful opera- 
tion on the palate. previously) there is usually 
enough tissue remaining to repair the whole 
of the palate, if careful and often tedious 
mobilization is carried out; but, if much soft 
tissue has been lost by sloughing, it is wise to 
use what remains, to provide an efficient soft 
palate by the Gillies-Fry (1921) technique, 
and to rely on closure of the hard palate by an 
obturator. Often in this type of case a Wardill 
pharyngoplasty is useful, but when repairing a 
palate as a primary procedure, a pharyngo- 
plasty is never advisable because an active 
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muscular Passavant’s ridge is always pre(er- 
able to the inert bar of fibrous tissue which 


results from a pharyngoplasty. 


AFTER-TREATMENT 
Speech Therapy. 


Fig. 2.—Radiograph by Dr. A. S. Johnstone show- 
ing the nasopharyngeal valve closed. The middle 
third of the soft palate is arched by the levator 
sling and in contact with Passavant’s ridge. In this 
way air is prevented from entering the nose and is 
directed through the mouth during the production 
of the oral consonant sound “K”’, 


nasopharyngeal valve, should start about a 
month after discharge from hospital. In 


patients whose palates have been repaired 


before they were two years old, the speech 
therapist merely guides the natural develop- 
ment of speech along the correct channels. In 
older patients, who have already acquired bad 
habits of speech, prolonged individual tuition 
is required. 

Orthodontics.— When the alveolus has been 
cleft and the upper incisors are out of correct 
alinement, orthodontic treatment is started at 
about eight years of age, because lisping and 
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other difficulties in the production of clear 
sibilant sounds may be associated with 
irregularity of the incisor teeth. 

Ear, Nose, and Throat Treatment. 
Eustachian-tube obstruction, middle-ear dis- 
ease, and partial deafness are fairly common 
in treated, as well as untreated, patients. 
Careful supervision of these children is, 
therefore, required by an ear, nose, and throat 
surgeon both before and after operation. 
Tonsils can be removed by dissection if they 
are considered to be foci of recurrent infection, 
but if adenoids are removed after repair of the 


palate, incompetence of the nasopharyngeal 
valve may occur. 


I am indebted to Professor T. Talmage Read, 
Mr. S. R. Fell, and Mr. J. Wigglesworth for 
much kind help and advice. 
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DENTISTS AND THE LAW RELATING 


TO 


It is a well-settled principle of English law 
that an action for negligence will lie wherever 
aman is guilty of such breach of a duty of care 
as results in damage to another to whom that 
duty is owed. A dentist owes a duty of care 
to his patients by virtue of his profession and 
independently of any contract with them. 
Accordingly he will be liable if he fails to 
exercise reasonable care and so_ causes 
damage. 

The dentist’s duty in this respect may be 
equated with that expected of a medical 
practitioner, reviewed at length in the case 
of R. v. Bateman! by the then Lord Chief 
Justice, Lord Hewart of Bury: “If a person 
holds himself out as possessing special skill 
and knowledge, and he is consulted as possess- 
ing such skill and knowledge, by or on behalf 
of a patient, he owes a duty of care to the 
patient to use due caution in undertaking the 
treatment. If he accepts the responsibility 
and undertakes the treatment and the patient 
submits to his direction and treatment accord- 
ingly, he owes a duty to the patient to use 
diligence, care, knowledge, skill, and caution 
in administering the treatment. No contrac- 
tual relation is necessary, nor is it necessary 
that the service be rendered for reward”. 


NEGLIGENCE 


By R. L. WARD, 


Barrister-at-Law 


The proposition that this duty exists independ- 
ently of any contract express or implied had 
been upheld some years earlier by the Court 
of Appeal.” 

Once the existence of a duty of care has 
been settled, it becomes necessary to decide how 
the dentist can satisfy that duty. What is the 
standard of care required ? The definitions 
contained in decisions on this point appear, 
perhaps intentionally, to be very elastic. 
Each case must be decided on its merits and 
on its own particular facts. So Lord Hewart, 
in Bateman’s case, directed the jury that they 
‘should not exact the highest, or a very high 
standard, nor should they be content with a 
very low standard”. His words echo those of 
Erle, C. J.,2 nearly a hundred years ago, to the 
effect that ‘“‘a medical man was certainly not 
answerable merely because some other practi- 
tioner might possibly have shown greater skill 
or knowledge, but he was bound to have that 
degree of skill which could not be defined, but 
which in the opinion of the jury was a com- 
petent degree of skill and knowledge. It was 
not enough to make the defendant liable that 
some medical man of far greater experience 
or ability might have used a greater degree of 
skill, nor that even he might possibly have 
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used some greater degree of care”. It will be 
observed that Erle, so far from attempting a 
definition, even denied that the degree of skill 
could be defined. The last word lies with the 
jury; what, in their opinion, amounts to 
competence? A jury, or more commonly in 
these days a judge sitting alone, are not 
equipped to answer that question of their own 
knowledge. Expert evidence will therefore 
almost certainly be called before them by 
both sides. Evidence of negligence there must 
be; it is not enough to show that the treatment 
was unsuccessful or that it had an unexpected 
result. In a recent case‘ the plaintiff claimed 
damages from her dentist for negligence in 
extracting a wisdom tooth, as a result of which 
part of the root of the tooth had been left in 
and her jaw fractured. Mr. Justice Lynskey, 
in dismissing the action, approved the state- 
ment of the law set out in an unreported case 
in 1935.5 There the judge had said, “‘I think 
that both the plaintiff and her husband had 
in mind all along that provided they could 
prove that there was a fracture or that the 
fracture was caused in the extraction of the 
tooth they had good ground for complaint 
about the dentist. I should certainly not hold 
that the mere fact that the jaw was fractured 
in the course of an extraction would be of 
itself any evidence of negligence against the 
dentist at all”. 

A patient who wishes to sue his dentist in 
negligence must therefore show some failure 
to act in accordance with a reasonable standard 
of competence. That alone, however, will not 
entitle him to succeed. The patient must in 
addition prove that he has suffered damage by 
reason of the incompetence. In the case cited 
above,’ the plaintiff further alleged that the 
dentist had been negligent in failing to diag- 
nose a broken jaw. She had returned to see 
him twice after the extraction in order to 
complain that she was in pain and had trismus. 
The dentist reassured her, and not until later, 
when she went to hospital, was the fracture 
detected. However, it was then found that 
the jaw was healing and uniting in good aline- 
ment, and that there was no necessity for 
treatment. The plaintiff therefore failed under 
this head of her claim also, because even 
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assuming that there had been negligence in 
failing to diagnose a fracture of the jaw, thre 
was no evidence which indicated that she had 
sustained any further or additional pain or 
discomfort as a result of the defendani’s 
failure to diagnose correctly. 

Briefly, therefore, it may be said that a 
dentist owes a duty to his patients to exercise 
competent skill and knowledge. If he fails to 
do so, and such failure on his part results in 
injury or loss to the patient, then, and only 
then, will he be liable in an action for negli- 
gence. 
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NORWEGIAN PLATE CONSTRUCTION 
FOR CLASS II, DIVISION 1 


By J. 8. BERESFORD, B.D.S., H.D.D.R.C.S. Edin. 


Tue Norwegian or Andresen plate is used by 
some orthodontists to the virtual exclusion of 
other appliances. A system of orthodontics 
has been built up about this special kind of 
splint which had its beginnings in Robin’s 
“Monobloc”’. It is popularly described as a 
“functional” appliance. The term is unfor- 
tunate, for, while springs or screws may be 


Fig. 1.—Models of a Class II, Div. 1, case suitable 


for treatment with a Norwegian plate. 


incorporated, it is basically an inert splint 
transmitting forces originating in the muscles, 
especially the retractors of the mandible. The 
muscles function in the sense that they are 
active. There is also the suggestion that as a 
result of treatment an improvement is effected 
in the functioning of the masticatory, and to 
some extent the respiratory, mechanism. The 
appliance itself, however, does not function, 
nor can the appliance be worn, while the 
masticatory mechanism performs its normal 
function. 


Many who are familiar with a variety of 
appliances find the most effective application 
of the Norwegian plate in the treatment of 
those cases of Angle’s Class II, Division 1 
malocclusion which present good arches, no 
loss of space for dental units, no rotations, 


and no teeth in buccal or lingual placement. 
The clinical picture is a fairly familiar one 
associated with those children whose deciduous 
teeth have been well cared for and who present 
no marked disproportion in tooth and jaw size. 
The Norwegian plate may be used quite 
successfully in mixed dentition cases. A 
surprising number of deciduous molars can be 
replaced by premolars before it is necessary to 
remake the plate. : 
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Fig. 1 shows the original models of a typical 
Class II, Div. 1, mixed dentition case selected 
to illustrate the technical details of Norwegian 
plate construction. 

The majority of cases of Class II, Div. 1 
malocclusion call for upper arch expansion in 
order that both arches may be brought into 


such an expansion plate. The appliance, 
which was worn one hour daily and all nig! t, 
is shown in Fig. 3. As the labial bow was 
adjusted the plate has been trimmed progr: s- 
sively palatal to the incisors. 

A wax bite, taken in the mouth, is used in 
mounting the upper and lower models upon 


Fig. 2.—The result of six months’ treatment with an upper expansion-retraction plate. 


occlusion in their correct mediodistal relatior. 
Whether, in a given case, this is or is not in 
fact required is brought out in the diagnosis. 


Fig. 3.—The appliance used to bring about 
the change shown in Fig. 2. 


This expansion may be effected by the 
Norwegian plate, but to the writer’s mind an 
upper expansion plate used as a preliminary 
appliance is more efficient. At the same time 
some reduction in overbite is brought about 
and the upper incisors are retracted. Fig. 2 
shows the preparation of the maxillary arch 
brought about by six months’ treatment with 


208 


which the Norwegian plate is to be made. 
The bite recorded is protrusive and open. The 
amount of protrusion is such that the arches 
are brought into their correct mediodistal 
relation—the mediobuccal cusp of the upper 
first molar above the buccal groove of the 
lower first molar. With a wax squash bite in 
the mouth the molars are not clearly seen, but 
the canines may be used as indicators of the 
arch relationship. (It is generally taught that 
in cases of extreme distocclusion the arch 
relation should be corrected in two or more 
stages.) The midlines of the upper and lower 
arches should coincide. The degree of opening 
varies from case to case, but is generally at 
least 3 mm. The optimum opening in a given 
case is probably related to the free-way space 
which, presumably, it should slightly exceed, 
but on this point further investigation is 
required. Briefly the points to note in record- 
ing the bite are: (1) Open 3 mm. or more; (2) 
Upper and lower midlines coincide; (3) Upper 
and lower canines correctly related antero- 
posteriorly. 

The distortion inevitably occurring in a 
wax bite on removal from the mouth may be 
dealt with in one of two ways :— 

a. The bite is chilled in cold (not iced) water 
and returned to the mouth. The patient gently 
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closes the teeth into the original indentations. 
It will be found that there is just sufficient flow 
in the wax for the distortion to be corrected 
and yet it is firm enough to be removed safely 
the second time. 

b. The wax bite is deliberately fractured at 
the midline, the region of maximum distortion. 
The fractured surfaces are trimmed back free 


Fig. 4.—The wax Norwegian plate on the models 
which have been mounted in an open, protrusive 
relation. Note the relationship of upper and lower 
first permanent molars. 

of each other and the two sections are used 
as the record. 

Before the bite record is tried on the models 
the excess of wax which has spread on to the 
buccal and labial surfaces is removed with a 
sharp knife, freely exposing the buccal cusps 
and incisal edges of the upper and lower teeth. 
It can then be seen if a wax bite does give that 
relation of upper and lower models which the 
operator desires. If not, it is discarded and 
another bite recorded. 

The method of mounting the models in their 
protrusive open-bite relation in a plaster block 
articulator has been clearly described by 
Pedley. An alternative method is reverse 
mounting on a simple hinge articulator (Fig. 
4). Whichever method is used it is important 
that the degree of opening be recorded, by 


inscribing one model with a pair of dividers 
centred on the other model, before the wax 
bite is discarded. It is not sufficient to rely on 
the plaster block or the articulating setting 
screw. An arc is also described on the base of 
the articulator or plaster block and provides 
a ready means of checking the setting of the 
dividers. 

Since the plate is to be processed off the 
model, detail must be improved by accentua- 
ting the cervical margins of the plaster teeth 


Fig. 5.—Toughened wax applied to the first 
section of the wax base plate. 


on the lingual side with a sharp instrument. 
It is convenient at this stage to bend up the 
labial bow wire and lay it aside. The force 
transmitted to the upper incisors by the bow 
arises mainly in the mandibular retractors. 
Little force should come from the “springi- 
ness”’ of the bow itself, so a moderately heavy 
gauge of wire, 0-8 mm. or 0-9 mm. stainless 
steel, is used. 

The procedure in waxing up is as follows: 
Both models are treated with soap solution 
and/or French chalk. A base plate of modelling 
wax is adapted to each model, extending to the 
tips of the incisors and half way over the 
occlusal surfaces of the cheek teeth. Bulk will 
be reduced if the central posterior region of 
the palate is not covered. The lingual peri- 
phery in the lower must not encroach on the 
attachments of the mylohyoid muscle or the 
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frenulum lingue, so in young children the 
lingual flange is quite shallow. It will be 
found that these base plates do not adequately 
reproduce the cervical marginal detail nor the 
contours of the lingual surfaces of the teeth as 


base plates, on their respective models, «re 
pressed together into the relation determi: ed 
by the articulator (plain line or plaster block) 
and the dividers. Excess wax is trimmed back 
to the incisal edges and half way across the 


Fig. 6.—Lingual view of the plate in the wax 
stage. Note the point for the dividers on the lower 
model and the are which was inscribed on the upper 
model before the wax-bite record was discarded. 


they curve around medially and distally. A 
section of the base plate is warmed at a time, 
e.g., 456 region, and reinforced by a small roll 
of toughened wax (Fig. 5). While still soft the 
wax is forced intimately against and between 
the teeth. Considerable pressure is used with 
a blunt instrument such as the rounded end 
of the wax knife. Both base plates are treated 
in this way, a small section at a time, making 
sure after each operation that the wax has not 
become adherent to the plaster. When treating 
the incisal segment it is a wise precaution to 
support the plaster teeth with a finger of the 
left hand. The accurate reproduction of detail 
obtained in this way is essential to the proper 
trimming of the finished plate. The labial bow 
is now positioned in the upper base plate. It 
should have been so designed that it cannot 
interfere with the continued eruption of the 
canines or first premolars. Because of the open- 
ing of the bite this is not difficult to do. 

A soft roll of wax is placed on the occlusal 
aspect of one base plate and upper and lower 
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Fig. 7.—A view of the wax plate on the lower 
model. 


occlusal surfaces. The lingual aspect is waxed 
up smoothly (Figs. 4, 6, 7). 

The wax monoblock is invested in an in- 
verted position with the labial bow down and 
forwards and the “heels” tipped up about 
45°, or even higher if a very deep flask is used 
(Fig. 8). The inferior edge of the lingual flange 
is thus uppermost, with the distal extremity 
highest of all. The entire anatomical surface 
is covered by plaster in the first half of the 
flask. There is therefore no possibility of 
“‘raising the bite” through overpacking. As 
a precaution against the formation of air 
bubbles on the anatomical surface, the wax 
is painted with 1 per cent Cetavlon solution 
immediately before it is invested. The plaster 
is then applied, also with a brush, just as if 
one were treating the surface of a large pattern 
for a casting. The object of investing with the 
“*heels”’ raised is the safe opening of the flask 
on boiling out the wax. 

On completion of the processing and polish- 
ing the plate is tried on the models and again 
checked with the dividers. The appliance is 
worn virtually untrimmed for two to four 
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weeks until the child is accustomed to it and 
quite happy with it. The routine prescribed is 
‘one hour daily and all night, every night”’. 
For the first few days, however, it is often wise 
to leave the plate out at night but to wear it 
at every possible moment in the daytime. The 
patient thus becomes practised in holding it in 
place while awake before attempting to sleep 
with it. If the plate comes out during sleep 
then the period of daytime wear must be 
increased. 

The apparatus is devoid of clasps and the 
labial bow contributes little to retention. It 
is kept in position simply through being held 
between the opposing teeth with the mandible 
in its position of protrusion. The mandibular 
retractors at once become active, so that there 
is a backwards as well as an upwards force 
transmitted from the lower teeth through the 
plate to the upper teeth—that is, the upper 
dental arch is subjected to a force which tries 
to move it distally, and the reaction upon the 
lower dental arch is a medial or forward move- 
ment. In the upper jaw the (distally directed) 
force is applied to the incisors by the labial 
bow wire and to the cheek teeth by those 
portions of the plate which engage the palatal 
aspects of the medial surfaces of the premolars 
and molars. Tooth movement may therefore 
be facilitated by grinding away the acrylic resin 
distal to each upper cheek tooth. It must be 
remembered that in the case of the child 
patient the alveolar process is growing rapidly, 
increasing in height, and the teeth are still 
erupting. Yet the Norwegian plate possesses 
a solid block of acrylic resin extending half 
way over the occlusal surfaces. Therefore a 
groove or channel must be cut into this block 
for each upper premolar and molar. The 
groove is not cut quite vertically, but, in order 
to induce the desired tooth movement, is 
directed slightly distally as well as downwards. 
Where expansion is desired the groove is also 
directed slightly outwards. The trimming for 
the lower cheek teeth is such as will free their 
medial surfaces and produce grooves directed 
upwards and slightly forwards. For the upper 
incisors the acrylic resin is trimmed away 
palatal to crowns and roots. Less trimming 
is required for those cases in which some 


retraction was carried out by a preliminary 
expansion plate. Initial trimming for the lower 
incisors is contra-indicated, but when treat- 
ment is well advanced and the overbite 
reduced, that portion of the plate which 


Fig. 8.—The wax plate flasked in an inverted 
position with the “ heels ” raised. 


overlaps the incisal edges is ground away to 
present a surface which will permit continued 
eruption without reducing the tendency of the 
plate to move the lower dental arch forward— 
that is, the curved surface must slope upwards 
and forwards. 

In principle the trimming of the Norwegian 
plate is applied common sense; for example :— 

1. A tooth in buccal or labial placement— 
trim freely lingually to the crown and the 
entire length of the root. 

2. A tooth in lingual placement—add base 
plate gutta-percha or “Simplex” acrylic to 
the plate so that added pressure is brought to 
bear upon the crown. 

3. An erupting tooth—provide a free path 
for the tooth to reach its desired position. 

4. The upper canines—unless erupting, trim 
distally but not palatally, as maximum inter- 
canine width is required both to aline the 
upper incisors and to correct the arch relation. 

While the plate is being trimmed it is repeat- 
edly tried on the models upon which it was 
constructed. In this way it is easier to judge 
just where and to what extent the acrylic 
should be cut away. 

Fig. 9 shows the plate in an early stage of 
being trimmed. Trimming still has to be 
carried out for 6 E|, for the lower incisors 
(later), and for the soft tissue over the roots of 
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the upper incisors. This is the same specimen 
43|34 


as was seen in the wax in Fig. 4. The 


are in the process of erupting. 


The initial trimming of a Norwegian plate 
is divided between two visits a month apart. 


4 
e 
| 


argued, if there is a tendency for the app! ance 
to move distally is there any need to irim 
distally to each upper tooth? Teeth and 
apparatus should move together. There is a 
similar argument for not trimming medially 
to the lower teeth. However, any experienced 


Fig. 9.—Two lateral views of the partly trimmed plate. 


The trimmed plate is somewhat more difficult 
to manage than the untrimmed, so one should 
be satisfied that the patient has mastered the 


ig. 10.—The Norwegian plate in the mouth. 


art of wearing the appliance before trimming 
is carried very far. Trimming is continued 
progressively as long as the appliance is active. 

The method of trimming the Norwegian 
plate described above may appear at first to 
be fallacious in one respect. Why, it may be 
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clinician will agree that this aspect of the 
trimming is important. The answer is that 
one is not dealing with an “anatomical 
articulator” activated by rubber bands. It 
is unreasonable to expect the muscles of 
mastication to exert a constant force in a 
single direction for as long as the appliance is 
in the mouth. On the contrary, the muscula- 
ture is most active. The patient swallows, 
relaxes the lower jaw, closes tightly again, 
perhaps indulges in a little lateral or even a 
small protrusive movement. These movements 
have a very small range, but they are, never- 
theless, positive, and the distance over which 
they may be applied does in fact exceed the 
distances over which most orthodontic springs 
operate. In the course of all this activity it is 
important that, so far as can be engineered, 
the only force applied to the upper teeth 
should be directed distally—therefore trim the 
plate to free their distal surfaces; and the only 
force applied to the lower teeth should be 
directed medially—therefore trim the plate 
to free their medial surfaces. 

Whether the bony changes brought about 
by the Norwegian plate extend beyond the 
alveolar process is not yet known. There is a 
weight of evidence to show that orthodontic 
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appliances in general produce little change 
outside the dento-alveolar region. In the case 
of “this special kind of splint” it is readily 
observed that the upper incisors are tipped 
palatally and easily understood that some 
medial or distal (as well as bucco-lingual) 
tipping of premolars and molars may be taking 
place. Much medial movement of the lower 
cheek teeth is not possible without the lower 
incisors becoming either imbricated or tipped 
labially. Yet there are cases of extreme 
distocclusion which have been successfully 
treated without the lower incisors becoming 
imbricated nor, so far as one can judge clini- 
cally, have they tipped forward; nor does the 
theory that most of the change has been a 
distal movement of the upper arch completely 


satisfy. It is still reasonable to hold as one 
hypothesis the theory that increased condylar 
growth contributes to the changes observed 
in at least some of these cases. A great deal of 
very exacting research will be required before 
all aspects of this question can be answered. 
In the meantime the practitioner of ortho- 
dontics is obliged here, as in so much of his 
work, to accept the principle of multiple 
working hypotheses. 


The writer is indebted to Daphne Marshall 
for the photographs accompanying this article. 
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SURGEON AND ANASTHETIST 


By F. F. CARTWRIGHT, F.F.A. R.C.S., D.A. 


Anesthetist and Lecturer in Anesthetics to King’s College Hospital Medical School 


THERE are, of course, three parties to every 
dental extraction under anesthesia: the pa- 
tient, the surgeon, and the anesthetist. The 
purpose of this short paper is to discuss the 
relationship that should exist between two of 
these parties, and to outline the duties that 
should be undertaken by surgeon and anes- 
thetist when an extraction is performed in the 
dental chair. 

In dentistry, the anesthetist must regard 
himself as “‘in charge” of the patient to a 
greater degree than obtains in the operating 
theatre, for he must be supposed to be 
possessed of a greater degree of medical know- 
ledge than the operator. In major surgery it 
is sometimes necessary to strike a balance 
between two opposing views, that of the sur- 
geon who believes that the patient’s life will 
be in danger if the operation is not performed, 
and that of the anesthetist who believes that 
the immediate risk of operation is the greater 
of the two. Such a situation should never 
arise in the course of the ordinary dental 
extraction, for this type of surgery cannot be 
allowed to carry a mortality. Thus the dental 
surgeon must be prepared to accept without 


question the opinion of the anesthetist as to 
the suitability of the patient for operation, 
or the risk involved if it appears that the 
operation must be prolonged beyond the 
anticipated time. 

It is the duty of the anesthetist to under- 
stand the anesthetic apparatus. In _ ideal 
circumstances the anesthetist will bring his 
own, but, because it frequently happens that 
the practitioner gives only occasional anes- 
thetics, a number of dental surgeons provide 
and maintain an apparatus in their surgeries. 
In such cases, the anesthetist should make a 
point of arriving a few minutes before the 
stated time of operation, not only so that he 
may acquaint himself with an unknown 
apparatus, but so that he may satisfy himself 
that the machine is in working order, is 
properly connected up, and that the cylinders 
are full. This duty cannot be delegated; it is 
the sole responsibility of the anzsthetist, in 
exactly the same way as it is the sole responsi- 
bility of the surgeon to see that the necessary 
instruments are ready for the extraction. 

It is not usual for the anesthetist to 
examine the patient before a simple dental 
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extraction, and provided that nitrous oxide 
is the sole anesthetic agent to be employed, 
an examination may be considered as unneces- 
sary. So safe is nitrous oxide that it may be 
taken for granted that the patient is “fit” 
provided he or she is able to walk to the sur- 
gery without becoming breathless or cyanosed. 
The anesthetist must be able to recognize at 
a glance the signs of a failing heart, of hyper- 
tension, anemia, and thyrotoxicosis, nor 
should he fail to observe the simple goitre, 
the husky voice or loud breathing which 
suggest danger of respiratory obstruction. 
When such signs are noted, a medical examina- 
tion is essential, and, if the anesthetist has 
any doubts, extraction should be deferred and 
not lightly undertaken in a dental chair. 

It generally happens, unless the anesthetist 
is the patient’s own doctor, that the surgeon 
is better known to the patient than is the 
anesthetist; it is proper in this case that the 
surgeon should welcome the patient and set 
him at his ease while the anesthetist remains 
in the background until he is introduced; when 
the anesthetist is the patient’s own practi- 
tioner, it is better that this procedure should 
be reversed. Anything in the nature of a 
““combined rush” ought to be avoided, as it 
tends to overpower the nervous patient. 

It is the anesthetist’s duty to make a 
tactful inquiry as to the time of the last meal 
and the last visit to the lavatory; before the 
patient is seated in the chair he should see 
that the tie, collar, and front stud are unloosed; 
if glasses are worn they must be put in a place 
of safety—not in the patient’s pocket. Den- 
tures are best left to the surgeon, who can 
ask that they be removed when he is about to 
examine the mouth; a small bowl should be 
ready to receive them. 

The position of the patient in the chair is of 
great importance; he should sit as far back as 
possible, with the knees bent and the feet 
firmly planted upon the base of the chair—not 
upon the foot-rest, which is often of the bar 
type and can easily entrap the feet. The 
hands should rest in the lap, with the fingers 
interlocked ; the head should neither be flexed 
nor extended, but rest comfortably with the 
occiput upon the headrest. A slight backward 
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tilt of the chair ensures that the uncon- 
scious patient shall not slide forward. " his 
positioning is best done by the anesthe: st, 
after which the surgeon can adjust the hei-ht 
and tilt of the chair to his own liking. ‘ihe 
surgeon will then examine the patient’s mouth, 
reassure him, and insert the prop; he should 
not use a larger prop than is necessary, nor 
put it too far back, as this sometimes catises 
the patient to retch. 

From now until the extraction commences, 
the patient is to be regarded as in the sole 
charge of the anesthetist. Anesthetists vary 
in their technique; some believe in a policy of 
complete silence after the initial instructions 
have been given, others prefer to talk to the 
patient during the entire induction. As few 
instructions as possible should be given, and 
these must be clear and of the simplest nature; 
it is usually better, for instance, to tell the 
patient to breathe through the nose rather 
than to instruct him to breathe in through 
the nose and out through the mouth. During 
the induction the surgeon should remain in the 
background, preferably out of sight of the 
patient; a surgeon who hovers over the unfor- 
tunate victim gives a disturbing impression of 
anxious urgency. 

No conversation is permissible between sur- 
geon and anesthetist, nor should there be any 
unnecessary noise in the room. ‘“‘When | 
have breathed it [nitrous oxide] amidst noise”, 
wrote Humphry Davy, “‘the sense of hearing 
has been painfully affected even by moderate 
intensity of sound”. These words, written 
150 years ago, are still true to-day. 

The inductior, once started, is to be inter- 
rupted only for reasons of the greatest urgency. 
If the cylinder runs out during the early stages, 
the anesthetist should sign to the surgeon for 
help rather than remove the face-piece and 
start afresh. 

When the patient is judged to be “under”, 
a mouthpack is inserted and the extraction 
may commence. There is a difference of 
opinion as to whether it is the duty of the 
operator or of the anesthetist to insert the 
pack; it is best that this should be left to the 
surgeon. The pack must never be too large 
or be placed too far back, as an obstructed 
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airway, retching, and mouth-breathing will 
result. 

During the extraction the anesthetist has 
certain very definite duties to perform; he 
must hold the head steady in the position 
required by the surgeon, maintain the airway, 
and, of course, see that the patient neither 
becomes too light nor suffers from oxygen 
lack. The best method of holding the head is 
for the anesthetist to clamp it between the 
palms of his hands and to hold it back against 
the head-rest and his own waistcoat. The 
fingers should curve under the patient’s jaw 
to hold it forward, while the thumbs lie along 
the tubes leading to the nose-piece; the 
thumbs will then not only hold the nose- 
piece in position, but also guard the patient’s 
eyes from damage. This position has the 
disadvantage that the anesthetist has no free 
hand, but the left hand can usually be dis- 
engaged without undue disturbance; the older 
type of Walton apparatus was more convenient 
than most other machines because, in moments 
of crisis, the oxygen control could be pushed 
across by the anesthetist’s nose or forehead ! 

The surgeon can assist the anesthetist by 
holding up the patient’s jaw, particularly 
when he is extracting lower teeth; he should 
inform the anesthetist of any alteration that 
he may require in the position of the patient 
or the height of the chair, and he must also 
let the anesthetist know if it would appear 
that the extraction is likely to be unduly 
prolonged or if he encounters any difficulty. 
If a “change” is necessary, the operator should 
himself insert the Mason’s gag to his own 
liking, and leave the anesthetist to maintain 
the gag in that position. 

The extraction having been completed, and 
the mouth-pack removed, the patient should 
be allowed to come round in his own good 
time, under conditions which will ensure that 
his awakening is as comfortable as _ possible. 
This is a matter that is too often neglected; a 
smooth recovery is as important as a smooth 
induction. The patient awakens in unfamiliar 
surroundings, disorientated in time, and influ- 
enced by his nitrous-oxide fantasies, often 
unpleasant and always bizarre. In hospital 
practice one too often witnesses a scene in 


which one student is imploring the patient 
to open his mouth, another to spit in the bowl, 
while the nurse is telling him to take a deep 
breath. The patient, not unnaturally, decides 
that life is too complicated and remains in 
coma. It is useless to give instructions to the 
patient until he is aware of his surroundings. 
The anesthetist should speak to him by name, 
and tell him to open his eyes; if the eyes 
remain closed for a long time, they may be 
gently opened with the fingers. Sometimes 
it happens, usually as the result of oxygen 
lack, that the eyes are already widely open: 
in these cases the patient frequently fixes 
his gaze on a light, or other bright object, and 
proceeds to hypnotize himself; a hand held 
momentarily before the eyes will usually 
‘break the spell”’. 

When the anesthetist is satisfied that the 
patient is aware of his surroundings, the sur- 
geon should remove the prop and instruct the 
patient to wash out his mouth; the prop must 
never be removed by force, nor till the patient 
is fully conscious. The patient ought never to 
be allowed to leave the chair until the surgeon 
is satisfied with the condition of the mouth, 
and the anesthetist is certain that he is in 
full possession of his faculties. It is generally 
best that the patient should wait for a short 
while in an adjoining room and not be allowed 
to leave the house until he has been seen again 
by both anesthetist and surgeon. 

Such, in brief outline, are the duties of the 
surgeon and anesthetist in the case of a simple 
dental extraction; the difficult patient, the 
child, and the case requiring anesthetic agents 
other than nitrous oxide have not been con- 
sidered. It should be realized that even the 
ordinary extraction under nitrous oxide re- 
requires attention to detail; it is these small 
details, trivial in themselves, which together 
make the difference between a comfortable, 
trouble-free operation and a struggle which 
is distressing to the patient and reflects no 
credit upon his professional advisers. To be 
successful, this type of operation requires a 
high degree of co-operation between surgeon 
and anesthetist, who should look upon them- 
selves as a team, working together, but each 
with his own responsibilities and duties 


215 


7 
2 
UL 
nor 
pons 
a 
re; 
; ; 
fhe 
4 
er @ 
che 
or- 
q 
ur- 
| 
n 
” 
n 
| 
ite 
| 
| 
en 
> 
Vv, 
. 
& 
1 
® 
99 
e 
ne 
: 
re 
2 


The DENTAL PRACTITIONER 


Vol. I, No. 7 


A CAVITY PREPARATION FOR CLASS II 
FILLINGS IN DECIDUOUS MOLARS 


By CHARLES MILLAR, L.D.S. V.U.Mane. 


THE importance of conserving the deciduous 
dentition until the normal time for shedding 
need not be stressed. It is vital that any fillings 
in deciduous teeth should be as stable and 
lasting as can be contrived, for should the 
filling need to be replaced later or the teeth 
have to be extracted as a result of recurrent 
caries, both child and parent may lose confi- 


dence in the value of conservative treatment. - 


The main problem is to find a satisfactory 
method of preparing Class II cavities in the 
deciduous molars. The difficulties of the case 


Fig. 1.—Mesial view of MO preparation in Ff. 


are such that no technique can be guaranteed 
to give invariable success and permanence of 
filling in every instance, though the method 
to be described has, in the hands of the author, 
given better results than any other he has tried. 

The size of the pulp horns in the deciduous 
molars makes a classical preparation, in which 
retention of the filling depends upon a dove- 
tailed key and square-cut cavity, unreliable; 
for in order to avoid exposure the retentive 
key must either be very shallow or, if deeper, 
narrow enough to pass between the apices of 
buccal and lingual pulp horns. An amalgam 
filling in a deciduous molar, depending for its 
retention mainly upon either of these types of 
key, is less than satisfactory, and fracture of 
the fillings at the junction of the box and key 
occurs frequently. This tendency to fracture 
is increased if the box is flared widely in an 
attempt to carry the buccal and lingual walls 
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of the box into a self-cleansing area, and one 
can never be certain with an unmodified 
Black technique that the box part of the 
filling will not be lost, exposing the pulpal 
wall of the cavity to recurrent caries and rapid 
death of the pulp. 

A dovetailed box cavity, retentive in 
itself, with no occlusal key, is successful in 
many cases but cannot be relied upon invari- 
ably to retain an amalgam filling, probably 
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Fig. 2.—Occlusial view, to show dovetailing of box 
and relative width of key. 


because the area of floor opposing the axial 
component of the forces of mastication is often 
insufficient. A much more satisfactory prepar- 
ation combines the dovetailed retentive box 
with a broad shallow key, the _ retentive 
function of which is limited to providing a 
broad flat floor to oppose the force of the bite 
in the direction of the axis of the tooth. This 
gives the maximum degree of retention with 
minimum liability to pulp exposure or to frac- 
ture of the filling at junction of key and box. 

The dovetails of the box are cut in the dentine 
and there is no unsupported enamel at the 
buccal and lingual edges of the box. The key 
is as broad as the box but only deep enough 
to give a sufficient thickness of amalgam in 
the subsequent filling to avoid fracture (Figs. 
1, 2). The extension buccally and labially of 
the edges of the box into a self-cleansing area 
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is not usually attempted, unless the caries has 
already extended so far. Hundreds of cavities 
have been prepared successfully by this 
method in the Children’s Clinic of this hospital, 
with no single traumatic exposure of the pulp 
horns. Fracture does sometimes occur, but is 
almost invariably through the marginal ridge, 
the retentive form of the box preventing the 
complete loss of the box part of the filling 
since the stresses of mastication are not 
brought to bear upon the weak point of the 
filling—the junction of box and key. Thus the 
pulpal wall of the cavity is not exposed by loss 
of the filling, which can usually be replaced 
before recurrent caries attacks this vital area. 

This method cannot be claimed to give 
complete success but, in the experience of 
the author, it is much more dependable and 


gives a higher degree of certainty and per- 
manence than other forms of cavity prepara- 
tion. It is suitable for all interstitial cavities 
in deciduous molars. 

Where it is impossible, as a consequence of 
wide lateral extension of caries, to dovetail the 
box sufficiently, the retentive capacity of the 
broad, shallow key may be increased by cutting 
a narrow slot mesio-distally from the pulpal 
wall of the box for the length of the key. This 
preparation relies, for the retention of the 
filling, principally upon the key, broad and 
shallow to clear the apices of the pulp horns, 
and narrow where it is deep, to pass between 
them. Consequently, the box must be as 
retentive as possible in order to minimize the 
danger of fracture of the filling at the junction 
of key and box. 


AUREOMYCIN 


ONE OF ITS USES IN DENTISTRY 


By H. MANDIWALL, M.B., B.S., L.D.S. 
Senior Hospital Dental Officer, West Middlesex Hospital, Isleworth 


OCCASIONALLY one comes across a case where 
administration of penicillin proves futile. This 
is usually due to the resistance offered by the 
organisms to this drug. In such cases a new 
antibiotic—aureomycin—has been found to be 
of great value. Experimentally, aureomycin 
has been found to act in vitro as a bactericide 
against a very wide variety of pathogenic 
organisms, and shows little tendency to allow 
the development of drug-resistant strains. It 
may be mentioned, however, that aureomycin 
is not effective against tuberculosis. When 
administered orally or by injection it passes 
readily into the blood-stream and thence into 
the body fluids. The recommended dose is 
5 to 10 mg. of aureomycin per kilo body-weight, 
given orally at 6-hourly intervals. Intra- 
venous or intramuscular injections are said to 
cause some tissue irritation, and therefore 
are not routinely employed. The following 
two cases of acute ulcerative gingivitis, which 
had proved penicillin resistant, were success- 
fully and dramatically treated by the adminis- 
tration of aureomycin. 


2 


Case 1. Mrs. J. S., aged 42, weight 56 kilos, 
was referred by her dentist to the West Middle- 
sex Hospital, Isleworth, as one who had not 
responded to the usual treatment, including 
six penicillin injections and lozenges for two 
days. She had a temperature of 102° F. with 
acute ulcerations in both jaws covering 
6—11-6 
5-1)1-5 
Tartar was present in moderate amount. The 
patient was given aureomycin 500 mg. in 
capsules, one every six hours. Within four 
hours of taking the drug the temperature was 
down to 101° F., and within ten hours to 
99-8° F., and the next morning it was normal, 
with hardly any discomfort of the mouth. 
Aureomycin was continued for forty-eight 
hours. Scaling and polishing was ae 
and the patient discharged. 


with membranous sloughs all along. 


Case 2. Miss F. S., aged 23, weight 45 kilos, 
was referred by her physician to dental out- 
patients with acute ulcerative stomatitis with 
a note reading: “Penicillin, as in previous 
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cases, has proved of no benefit. For your 
advice and treatment, please”. Temperature 
99-8° F. Patient could hardly open her mouth 
for acute pain and had not eaten for forty- 
eight hours. She was immediately given 
aureomycin by mouth, 400 mg. every six 
hours. On her return next day her mouth 
condition had practically cleared up, except 


8 
the gum flaps over erupting 38 The tem- 


perature was normal and the patient as 
able to eat within six hours of taking aureo- 
mycin. 

Following scaling and gum treatment, the 
patient returned to her normal duties within 
forty-eight hours. 


PROSTHETIC NOTE 


Mucu has been said concerning the merits of 
plastic and vulcanite, particularly relative to the 
crop of midline fractures some of my colleagues 
seem to experience with acrylic resin cases. 
There are, of course, many causes of 
fractures, but all things being equal, by far 
the greatest cause is, in my opinion, the use of 
teeth, plastic or otherwise, with a well-defined 
cingulum area. It will be appreciated that with 
a greater lingual area of tooth exposed, the less 


Bulk of vulcanite 
covering pins of teeth 


Fig. 1 


the covering of base material and the thinner 
the base will be in this area—and it is in this 


area that most fractures occur. 


It will be recalled that with the average pin- 
tooth, vulcanite is taken almost up to the tip, 
so that the vulcanite in the anterior palatal 
area is of considerable thickness (Fig. 1). 

With the improved tooth form, a tendency 
is evident to expose practically all the tooth 
area, with a consequent reduction in bulk and 
strength in the anterior palatal area. The 
esthetics of this arrangement is not denied, 
but a reduction in plate strength must be 
expected. Fig. 2 illustrates this point in a 
complete form and the dotted line shows the 
average contour; but with this average form 
there is still a considerable reduction in bulk 
of the anterior palatal area. 

For the vulcanite fans—vulcanite would not 
last very long under these conditions. 
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A further point which might be mentioned 
is that with the near-perfection of acrylic bases, 
one is inclined to space anterior teeth much 
more than formerly. Here again one must 
realize the weakening effect upon the base 
material. 

It is evident that one must temper esthetic 
effect and desires with discretion, and not 
expect miracles from acylic bases. To obviate 
the usual type of fracture the base material 


Fig. 2 


should be brought up much nearer the tip, 
and this can be done without completely 
spoiling the tip translucency, and spacing 
should only be practised where absolutely 
necessary. 

The palatal area should be adequately 
relieved in all hard areas in all cases, and where 
a powerful bite makes this necessary a nylon 
gauze or a metal gauze strengthener can be 
shaped and buried in the plastic base in 
the 4-1 1-4 area, just lapping over the ridge 
and extending in a crescent to the junction 
of the premaxille and maxille area of the 
palate. 

But, if the full zsthetic effect of a tube-like 
tooth is desired, then it must be recognized 
that neither an acrylic nor a vulcanite base is 
suitable, and a metal base must be con- 
structed. 

L. A. PHILPOTT. 
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DENTAL MECHANICS AND MATERIALS 


By JOHN E. SEEAR, L.D.S. R.C.S. 
I. IMPRESSIONS: WAX AND COMPOSITION 


Impressions.—Press your thumb into a piece 
of soft putty or plasticine; on removing it you 
will see an “‘impression” of your thumb-print 
(Fig. 1). In dentistry we often have to obtain 
an “‘impression”’ of the teeth and/or jaws, and 


Fig. 1.—“ Impression” of thumb-print in putty. 


in order that the material used to obtain this 
impression may be readily handled, etc., it is 
| used in a “tray”. There are various patterns 
of trays kept by the practising dentist, and 
for any cases where a “stock tray” is unsuit- 
able a “‘special tray” is made. The various 


with in a future article. 


Types of Impression Trays (Figs. 2-—7).— 
Look at your own mouth in a mirror and you 
will appreciate the reason for the difference in 


Fig. 2.—Upper tray for edentulous jaw. A, Top 
view; B, End-on view. 


shape of the trays for the upper and lower jaws. 
In the lower jaw the tongue must be allowed 
to move and therefore the tray is so shaped 


Fig. 3.—Lower tray for edentulous jaw. A, Top view; B, End-on view. 
(Note: edentulous (L. e without +- dens tooth) = having no teeth.) 


methods of making such trays will be dealt that it passes each side of the tongue and will 


carry the impression material to those areas. 
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When taking an impression the ideal is to 
have an equal thickness of the impression 
material in all areas. This is obviously a very 
difficult state of affairs to obtain, especially 


There are also numerous occasions when an 
impression of only a small section of a jaw is 
required, and for this purpose a sectional trzy 
is normally used (Fig. 7). It will be seen that 
the handle is so attached to the tray that it 
can be swivelled in any direction; thus one 
tray of this particular pattern can be used for 
any section of either upper or lower jaw. 

All these trays can be purchased in various 
sizes, thus giving a range suitable for small 
children, normal adults, and those with very 
large jaws, such as are common in some 


Fig. 4.—Upper tray for use when teeth are standing. A, Top view; B, End-on view. 


when using stock trays, and also when, say, 
a few front teeth only are present. To help cope 
with this type of case, which is not infrequently 
met with, there is yet another shape of tray, 


continental and negroid races. There are, of 
course, other patterns than those illustrated, 
but the foregoing will give the student a good 
idea of the ones commonly used. 

The Perfect Impression Material.—It is safe 
to say that even to-day no really perfect 
impression material is in existence, and per- 
haps, therefore, the best plan is to enumerate 
the ideal properties desirable in a dental 
impression material. 

The material should :— 

1. Be easy to handle. 


Fig. 5.—Lower tray for use when teeth are standing. A, Top view; B, End-on view. 


which is box-like at the front, where it has to 
cover the teeth, and rounded in section in the 
posterior areas where it has only to carry 
the impression material over the “ridges” 
(Fig. 6). 
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2. Be able to be used in all stages at a 


reasonable temperature. 


3. Be completely harmless to the tissues of 


the mouth and cause no discomfort to the 
patient. 
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4. Not require a long time in the mouth 
before being ready for removal. 


Fig. 6.—Lower tray for use when anterior teeth 
only are present. 


5. At the time of removal be elastic, so that 
after removal those portions which were in 
“‘undercut”’ areas (see Fig. 8) of either teeth 


7. Produce a very accurate impression of 
every minute detail. 

Use of Bees-wax.—Bees-wax was one of the 
earliest materials used for dental impressions 
and the technique is thus: Slowly warm sufli- 
cient bees-wax to fill a suitable sized tray, 


until it is uniformly softened without melting; 


adapt it into the tray, and insert the tray into 
the mouth, making sure that the temperature 
of the wax is not too high for the mouth 
tissues to bear comfortably. Leave for a few 
moments to allow the wax to settle in all areas 
and to harden a little; then remove with as 
little effort as possible. The result will be an 
impression of that jaw, or, in other words, a 


Fig. 7.—A sectional tray. 


or jaws, or both, will return to their positions 
and not be permanently dragged. 

Or— 

Be very brittle and break readily and 
cleanly, so that those parts in undercut areas 


Tooth 


Undercut 


Fig. 8.—End-on diagrammatic view of a tooth 
in the lower jaw, showing undercut areas. 


can be fractured off from the impression, 
removed separately in a suitable direction, 
and then refitted accurately on to the major 
portion of the impression and fixed there. 

6. Not afterwards change either its shape 
or size. 


reverse or negative likeness. Now as wax is 
neither elastic nor brittle it will have 
“‘dragged” out of the undercut areas and if a 
positive were made from this negative the 
result would be as in Fig. 9 had we used 


Tooth 


Fig. 9.—Showing “positive” made from wax 
impression of Fig. 8. Note lack of reproduction of 
undercut areas, i.e., the impression material 
“dragged” out of these areas. 


Fig. 8 as our original. From this it would 
appear that wax has no place in dentistry 
as an impression material, but in actual fact 
this is not so. It is, however, not used nowa- 
days for those cases where undercuts exist, 
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i.e., it is of no use for impressions of jaws for Stearine: Chemically, stearine is a glyceride; i: : IN 
occurs in animal fats, and is insoluble in water—tha: 3 


which dentures or other types of appliances eo" that is, it will not dissolve in water. If treated with : fillin 
to be made. It is used, however, for certain superheated steam, glycerin is obtained, or if with ; a go 
types of inlay and crown work and will be dealt an alkali, soap is produced. It is used in composition ‘ 
to prevent the material becoming too sticky. com) 
with under that heading in a future article. French Chalk (Talc; Powdered Soapstone; Steatite) : imp! 
Use of Composition.—This is known as Chemically, a hydrous magnesium silicate and not M. 
dellins compositi : con . a true “chalk” at all. It is used in composition to 
Weg a help retain the heat, enabling the material to be used 
more readily “ worked”’. ened 
Compo is supplied in “‘cakes”’, sticks, and 
cones. Cakes are used for normal impressions 
of the jaws; sticks are used for additions, etc., 
H 
Fig. 11.—A stick of compo. 4 
to these impressions; cones and sticks are used 
for impressions of individual teeth, and in these ' 
cases are not put in a tray but in a small ring | 
Fig. 12.—A cone. 
(tube) of copper which fits accurately over the | 
Fig. 10.—A box of “cakes”. tooth (this last-named will be discussed in a [| 
later article on Inlays, Crowns, etc.). _ The 
compound. The name refers to those sub- 
, An Ideal Impression Compound should:— [ wit 
stances which are hard at room temperature, ' 
' ' 1. Be able to be made homogenously soft fF man 
soften on warming, and set hard again at room ; k 
o at a reasonable temperature. ma 
temperature, i.e., they are “thermoplastic”. | 
' 2. ““Flow” evenly over the teeth and oral [| mos 
Two main types are manufactured, one being pC 
tissues at a temperature comfortable to the om 
far more rubbery or elastic than the other. oe .. a 
ient. 
Composition invariably contains various resin hil 
. 3. Be non-irritant to the oral tissues. : whl 
compounds, but the exact chemistry of each 
type is the manufacturer’s secret 4. Harden at mouth temperature. 4 wap 
5. Not distort during or after hardening. mgh 
However, here is a typical formula :— 6. Reproduce accurately all details of the | fing 
Gum Dammar original. unt 
7. Not be sticky. (Note that over-heating will 
invariably causes stickiness and should always | frou 
Flavouring, usually a natural oil, e.g., Eucalyptol. be avoided; it also destroys some of the whil 
Gum Dammar: A gum or resin obtained from properties of the compo.) 4 0 
various tates growing 8. Should reproduce undercuts accurately | _ bef 
tropical countries, such as the East Indies and India. f at 
It is the main constituent of composition. after removal from the mouth. ) PP 
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Again we have no material capable of ful- 
filling all of the above requirements, but with 
a good operator and a suitable type of case 
composition can give a reasonably good 
impression. 

Manipulation of Composition.—Composition 
used for dental impressions is normally soft- 
ened by immersion in a bowl of warm water. 


Fig. 13.—Full upper impression in compo. 


The correct temperature for the water varies 
with the different types produced by the 
manufacturers, and for the best results the 
makers’ instructions should be followed. The 
most important thing is never over-heat. 
Compo is a bad conductor of heat and therefore 
the outside of the cake can become very soft 
whilst the centre is still quite hard. When the 
material is thought to be reasonably soft 
right through, it should be “‘ worked” with wet 
fingers, being repeatedly folded inside out 
until the whole mass is uniformly soft. It 
will be found necessary to replace the compo 
from time to time into the bowl of warm water 
whilst doing this. 

Once the material is ready for use it should 
be fashioned with the wet fingers into a shape 
approximating to that of the tray, the tray 


should be warmed over a gas flame, and then 
the mass inserted into it, taking care to cover 
all edges of the tray. Now flame the surface 
gently until a gloss appears, check that the 
surface is not too hot, and the tray is now 
ready for insertion. 

The student is advised to obtain an old 
plaster model of each jaw in which some teeth 
are standing and to practise by taking im- 
pressions of these models in the various makes 
of composition. 

The experienced operator has, of course, 
many “tricks of the trade” which he uses in 


Wooden 
handle 


Fig. 14.—“ Gadget” for re-making cakes of compo. 


order to obtain good impressions, but for the 
purposes of this article it is unnecessary to 
consider them. 

Note: After use, compo can be re-made into 
cake form by thoroughly softening, “‘ working 
up” as before, and then pressing it out upon 
a wet flat surface until the thickness is 
approximately equivalent to that of the 
original cake. Never leave it in thick cakes, 
as it is very difficult to get such a “slab” 
softened readily. 

Compo can be used repeatedly, but after 
some time it will be found to have deteriorated 
and a little new material should be added from 
time to time. 

A very handy gadget for re-making uni- 
formly sized and thin cakes of compo can 
readily be made from the metal lid of a jar, 
one brass-headed screw, and a piece of 
rounded wood. The diagram will show the 
method of construction (Fig. 14). 

[The next section will deal with plaster-of- 
Paris, alginates, hydrocolloids, and zinc-oxide 
eugenol pastes. | 
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ILLUSTRATED HINT 


TWO RADIOG RAPHS ON left side of the mouth. Alternatively a wire 
clip may be used (Fig. |). 
ONE FILM The film. is placed in the mouth with the 


folded edge placed buccally projecting about 
A useful and economical way of making + in. and to 
a topographical radiographic survey of the hold it in place. 
canine and premolar regions of the mouth is The tube is angulated at about 60° in the 
vertical plane and 45° in the horizontal, 
the tip of the cone being placed in the 
angle of the ala of the nose, the horizontal 
angulation of the tube parallel with the edge 
of the film. An exposure is made and the 
packet is turned over and the procedure 
repeated on the other side. 
This technique gives a good view of the 
relations of the canine apex and incidentally 
a very clear shadow of the palatal root of the 
first molar as will be seen in the accompany- 
ing illustration (Fig. 2). 
B. R. Townend. 


Fig. | 


by folding an occlusal film in half and using 
each side of the packet for each side of the TO PICK UP 


mouth. The two thicknesses of lead-foil DENTAL NAPKINS 


between the two halves prevent fogging. 


The use of a “‘ barbed broach” to pick 
dental napkins singly from the container 


Barbed breach 


Fig. 2 


Pile of 
dental napkins 


After the film is folded the free edges are 


held together by means of a piece of adhesive aa h —* 
plaster or cellotape. If desired a small piece S@VveS picking up two or three at.a time by 


of wire bent into the shape of an L may be hand when only one is required. 
fixed to one side and that side used for the H. |. Tozer. 
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COLOURED CHART No. 4 (FOR YOUR PATIENT’S INSTRUCTION) 
= NEGLECTED DECAY 


The figure in the upper left corner shows a normal tooth with a small crevice in the enamel. This crevice, which is natural, makes 
a perfect nidus for the growth of bacteria on the food which is difficult to remove and, therefore, the succeeding figures show the 
progress of the decay through enamel and dentine to the pulp in the root. The pulp gets infected, an abscess results, and the tooth 
is eventually lost. 

Mora t: Visit your dentist regularly and have the advised treatment carried out without delay. 
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FOR THE TECHNICIAN 


A USE FOR EMPTY PASTE JARS 


Empty prophylaxis paste jars, instead of | 


littering up the surgery, may be effectively 
utilized in the following manner: Simply 
drill two holes in the lids to accommodate 
two }-in., Size 4, brass screws (Fig. 1). 

When affixed underneath a convenient 
shelf, they make handy containers for small 
items such as teeth, sprues, gold ingots, 


clasps, etc. (Fig. 2). S. W. Jackson. 


Fig. | 


Fig. 2 


POSTS 


SPRUES BACKINGS FACINGS 


A SPECIAL TRAY 


An idea for the harassed technician who is 
asked to make a special tray in the midst of a 
busy day. Unearth that old box of moulding 
sand your employer has been hoarding for 
twenty-odd years and make a special tray in 
less than twenty minutes. In the first place 


~Depth in. 


Open 


Pourer 


a flask must be made for the purpose—in 
bronze or brass. 

Half fill the ‘‘ He ” half of flask with “ moist- 
tight ’’ sand and hammer it. Place your wax 
tray (with long handle, the latter used as a 
pourer), and finger-pack sand all around it 
right up to the periphery. Smooth and harden 


Pin-holes 


surface and liberally apply French chalk. Next 
place counterpart (‘‘ She ’’) over He”’, pack 
sand, and condense thoroughly. Separate 
halves, gently remove wax tray. Replace 
halves, and fasten them with metal clips or 
bind around flask with wire. Melt tin and 


“SHE” Pin Counterpart 
(same dimensions) 


Depth 13 in. 


Caged 


when metal is just commencing to solidify at 
edges pour your cast. | can start and finish a 
special tray in ten minutes. A word of warn- 
ing: Your sand must be just right, and | 
advise glycerin for binding, as sand remains 
moist, but cover it with a sack when not in use. 


W. J. Mann. 
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NEW MATERIALS AND APPLIANCES 


CROFORM ELECTRIC VIBRATOR 


Tuts Vibrator is excellently designed and 
extremely well made throughout. The plat- 
form has a thick rubber cap fitting over it 
which provides a non-slip surface, protects all 


Crores = +o 
VIBRATOR 


we 


The Croform Vibrator. 


Thick and heavy mixes flow easily, so that 
no detail is lost. 


working parts from the invasion of plaster, 
stone, or investment materials, and is readily 
removed for cleaning. This rubber cap has a 
small vertical extension on one side which is 
very helpful in a variety of ways, as will be 
seen from the illustrations. 
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Vibration can be varied to suit the individual 
operator and/or the type of work to be carried 
out by mechanical adjustment to the Vibrator, 
or merely by increasing or decreasing the 
pressure applied to the platform. Thus lizht 
pressure will give a very gentle vibration and 
heavy pressures a strong vibration. In most 
cases, however, the gentler the vibration the 


Using the vertical extension 
for delicate impressions. 


6 = 


Painting wax patterns can be done with great 
speed and certainty. 
better, as overvibrating is a common cause 
of air bubbles entering the investment. 

The Croform Vibrator is priced at £9 10s., 
which appears at first to be rather high, but 
the article is so very well made, so excellent to 
use, and so sturdy that it should prove indis- 
pensable in every laboratory orsurgery. Thesole 
agents are Davis, Schottlander & Davis Ltd.., 
24/30 Great Titchfield Street, London, W.1. 
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The 


PARLIAMENTARY NEWS 


Questions and Answers 


ScHooL DENTAL SERVICE IN 
LEWISHAM 


Sir Austin Hudson (C., Lewisham, N.) 
asked the Minister of Education how far he 
anticipated that he would be able to improve 
the School Dental Service in Lewisham during 
the year and thus reduce the waiting period 
for the children involved. 

Mr. G. Tomlinson wrote in reply: “I am 
sure that the Local Education Authority will 
do all it can in 1951 to improve the School 
Dental Service in Lewisham. If the present 
negotiations of the Dental Whitley Council 
result in a satisfactory settlement, I hope that 
there will be a substantial improvement in the 
School Dental Service generally.” (Th., 
Feb. 1.) 


ScHooL DENTAL SERVICE 


Mr. Baird (Lab., Wolverhampton, N.E.) 
asked the Minister of Education if he would 
state the number of dentists in full-time 
equivalent employment by local authorities at 
the end of 1950. 

Mr. Tomlinson, in a written reply, said: The 
number of dental officers in the School Dental 
Service at the end of 1950 was equivalent to 


717 full-time officers. (Th., Feb. 1.) 


ScHOOL DENTISTS AND PRIVATE PRACTICE 


Mr. Hollis (C., Devizes) asked the Minister 
of Education whether dentists employed by 
local education authorities were permitted to 
indulge in private practice. 

Mr. Tomlinson replied that this was a 
matter for the local education authorities and 
he had no information as to the extent to 
which school dental officers also undertook 
private practice. 


Mr. Hollis: Would it be possible to get 


some information? There was an interesting 
recommendation from the Kent local author- 
ity. It would be interesting to know whether 
their example was widely followed. 

Mr. Tomlinson said he would make in- 


quiries. (Th., Feb. 8.) 


SALARIES OF ScHooL DENTAL OFFICERS 


Squadron Leader Albert Cooper (C., Oxford, 
S.) asked the Minister of Education if he was 
yet in a position to make a statement regarding 
salaries for school dental officers; or what 
steps he proposed to take to bring the present 
negotiations to a conclusion without further 
delay. 

Mr. Tomlinson, replying, said: I understand 
that at their meeting on Jan. 31 last, the 
Dental Whitley Council reached a substantial 
measure of agreement and that they hope to 
make an announcement as soon as a number 
of associated details have been settled. 

Squadron Leader Cooper said that in the 
building up of the health of the nation the 
School Dental Service, developed under suc- 
cessive Conservative Governments, played a 
vital role. Was it not high time a decision was 
reached in this matter? he asked. 

Mr. Tomlinson: That is why I am particu- 
larly anxious that they should be allowed to 
get on with it. (Th., Feb. 8.) 


RESIDENT DeNTIST—ALSTON, 
CUMBERLAND 


Mr. Donald Scott (C., Penrith and the 
Border) asked the Minister of Health if he 
was aware that the town of Alston in Cumber- 
land had no dentist and that the nearest was 
some 19 miles away; and if he would approach 
the Newcastle Regional Hospital Board with 
a view to providing a resident dental surgeon 
in this town. 

Mr. Marquand, in a written reply, said: 
I understand that a firm of dentists from 
Penrith provide treatment for a half day per 
week at a branch surgery in Alston. Arrange- 
ments are also being made to provide addi- 
tional facilities at the Cottage Hospital. 
(Th., Feb. 8.) 


FOREIGN PRACTITIONERS IN THE COLONIAL 
SERVICE 
Mr. Sorensen (Lab., Leyton) asked the 
Secretary of State for the Colonies approxi- 
mately how many foreigners or persons whose 
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qualifications were secured in foreign countries 
had obtained British registration for medical 
or dental service in the Colonies. 

Mr. Griffiths replied: On the assumption 
that my hon. friend refers to doctors and 
dentists with foreign qualifications in Colonial 


Government employment who are regisiered 
in the United Kingdom, the answer is thirty- 
seven doctors and two dentists. There are also 
a few doctors in the employment of Colonial 
Governments who are not registered in the 


United Kingdom. (Th., Feb. 8.) 


NATIONAL HEALTH SERVICE 


Tribunal set up under S.42 of the Act 


The Minister of Health has appointed Roy 
George James Tovey, Esq., L.D.S. R.C.S. Eng. 
to be a member of the panel from which the 
dental practitioner member of the Tribunal is 
selected, in place of the late Leonard Charles 
Attkins, Esq., F.D.S. R.C.S. Eng. 


Position of Welsh Board of Health 


The Minister of Local Government and 
Planning and the Minister of Health met the 
Welsh Parliamentary Party on Tuesday, 


NOTES 


Feb. 6, and discussed the effect of the recent 
redistribution of Ministerial duties upon the 
Welsh Board of Health. 

The Welsh M.P.s were assured that the 
changes would not in any way weaken the 
position of the Welsh Board of Health. 


Appointment of Private Secretaries 
The Minister of Health has appointed Mr. 
A. R. W. Bavin to be his Principal Private 
Secretary, and Miss L. R. Prescott, M.B.E., 
to be his Assistant Private Secretary. 


LETTER TO THE EDITOR 


January 25, 1951. 
To the Editor. 
Dear Sir, 

You published in the January issue the 
answer given by the Ministry of Health to a 
question asked by Mr. J. Baird, the Member 
for Wolverhampton, N.E., under the heading 
of “Training of Disabled as Mechanics’. In 
this reply the Ministry said that the eighteen 
months’ course for training disabled men as 
dental technicians was arranged in 1946 “in 
consultation with the appropriate employers’ 
organizations and trade unions”. 

The National Joint Council for the Craft 
of Dental Technicians have directed me to 
write to you making it clear that, although 
the Joint Council were consulted by the 
Ministry of Labour before this training scheme 
was started, the Joint Council have from the 
first consistently expressed their complete 
disagreement with the scheme on the ground 
that it provides inadequate training. The 
normal method of entry into the craft of 
dental technician is, of course, by way of a 
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five-years’ apprenticeship, and in the view of 
the National Joint Council it is quite impossible 
to give adequate training in a period of 
eighteen months or two years only. 

The Joint Council have been very concerned 
at the position in which trainees under the 
Ministry’s scheme may find themselves if and 
when the time arrives when there is any 
unemployment in the Craft. For it seems 
inevitable that where an employer has a 
vacancy for which there are two applicants, 
one of whom has served a full five-years’ 
apprenticeship and the other has completed 
only eighteen months’ training, he will select 
the former. The Joint Council have in fact 
now decided that representations must be 
made to the Ministry of Labour for this 
scheme to be discontinued at the earliest 
possible date. 

Yours faithfully, 

H. D. Barry 
(Joint Secretary, The National Joint 
Council for the Craft of Dental 


Technicians.) 
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SOCIETY NOTES 


BRITISH SOCIETY OF PERIODONTOLOGY 

Since it is not possible for Dr. E. Wilfred 
Fish, C.B.E., M.D., F.D.S. R.C.S., to give his 
paper entitled “*The Periodontal Splint” at the 
next meeting, a paper will be read by Mr. S. 
Cripps, D.D.S., entitled “‘The Elimination of 
the Periodontal Pocket by Pressure Packing”’. 
The meeting will be held at the King’s College 
Hospital Dental School, Denmark Hill, S.E.5., 
on Monday, March 19, 1951, at 5 p.m., as 
arranged in the programme. There will be a 
Casual Communication by Mr. P. A. Trotter, 
B.D.S., H.D.D. 

Clinical Meeting.—A Clinical Meeting will 
take place at the Institute of Dental Surgery, 
Eastman Dental Hospital, Gray’s Inn Road, 
W.C.1, during the afternoon of Monday, 
April 9, 1951, from 2.30 p.m. to 4 p.m. 
Clinical and table demonstrations will be given 
and the programme is now being arranged. 
This will be followed by the Annual General 
Meeting of the Society at 4.30 p.m. Later in 
the evening, at 7.30 p.m., the Second Annual 
Dinner will be held at the Cafe Royal Restaur- 
ant, Regent Street, London, W.1; evening 
dress will be worn. Tickets, which are now 
available, may be obtained from the Secretary. 
The price is 30s. each. 

It will greatly help arrangements if those 
requiring tickets apply for them as soon as 
possible and in any case not later than 
Monday, March 26. Members may bring a 
guest to the Dinner. 


THE TWO FIFTY CLUB 


Tae Firra ANNUAL REuNION DINNER OF 
Two Firry (Non-regular Ex- 
Officers, R.A.D.C.) was held at The Victory 
Club, Marble Arch, W.2, on Jan. 27, 1951. A 
good number attended and it was considered 
the happiest reunion yet. 

The following officers were elected: Chair- 
man, Capt. T. Lorimer White; Treasurer, 
Capt. C. H. Rubra; Secretary, Major J. W. 
Cooper; Committee, Lt.-Col. V. W. Humpher- 
son, Major L. G. Hitching, Major A. S. Peters, 
Major L. C. Proctor, Major C. R. H. Fenton, 
Capt. R. W. Birkett, Capt. P. A. Moran, Capt. 
T. G. Skipper. 


An impressive part of the evening was the 
presentation of the Army Dental Corps Flag 
by Capt. R. W. Birkett on behalf of the 
founder members. The flag was accepted by 
Brigadier R. A. Broderick, D.S.O., M.C., T.D., 
President of the Two Fifty Club. A collection 
of £28 was made for the B.D.A. Benevolent 
Fund. 

The S1xtH ANNUAL DINNER will be held at 
The Victory Club on Jan. 26, 1952. 

Will London members please note that 
arrangements are being made to hold a 
monthly “get together” at The Victory Club. 


FEDERATION DENTAIRE 
INTERNATIONALE 
39th Annual Session, Brussels, June 9 to 16, 
1951 


PRELIMINARY INFORMATION 


SATURDAY and Sunday, June 9 and 10, will be 
more particularly devoted to the Journées 
Dentaires organized within the Journées 
Médicales de Bruxelles, who this year are to 
celebrate their twenty-fifth anniversary. Every 
effort is being made to make the meeting a 
memorable one. The reception and entertain- 
ments will be most brilliant and comprise a 
rout at the Brussels Town Hall, an academical 
meeting in the Palais des Beaux-Arts, a visit 
to the conservatories of the Royal Castle, etc. 

F.D.I. members will be able to take advantage 
of these interesting meetings in addition to its 
own session. 

The provisional programme is as follows :— 

Saturday, 9, and Sunday, 10: JouRNEES 
DENTAIRES (Palais des Beaux-Arts, Brussels). 

Sunday, 10, evening: Reception and rout at 
the Brussels Town Hall. 

From Monday, 11, to Saturday, 16: Session 
of the International Dental Federation. 

The Session will take place at the Eastman 
Institute of Brussels with the exception of the 
formal opening meeting to be held at the Palais 
des Beaux-Arts together with the Journées 
Dentaires. 

Although the opening meeting of the session 
will take place on Monday, June 11, members 
are requested to be in Brussels on Saturday 
morning to attend the Journées Dentaires, of 


which the programme will be published shortly. 
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The scientific programme will in fact be con- 
densed during these two days in order not to 
hinder the meetings of the Executive Council 
and of the Commissions. 

However, demonstrations (table clinics) will 
be given at the Eastman Institute during the 
whole Session, more particularly for members 
of the Journées Dentaires and those of the 


F.D.I. who do not attend Executive Co: neil 
and Commission meetings. 

As in the preceding years two meetings « pen 
to all the members will be organized under 
the patronage of the Commissions of ral 
Hygiene and Public Dental Service. 

Finally, the programme comprises the 
excursion and traditional banquet. 


ABSTRACTS from other Journals 


Dental Public Health Services in New Zealand 
In 1921, alarmed by the high incidence of 


dental caries among the nation’s children, 
New Zealand evolved the Dental Nursing 
Scheme, under which nurses were trained as 
technicians in the filling, cleansing, and 
extracting of teeth. 

In February, 1950, the American Dental 
Association sent Dr. Gruebbel to study and 
report on the scheme. His report, summarized 
in the Journal of the American Dental Associa- 
tion, criticized the scheme on sociological and 
technical grounds. He reviews the develop- 
ment of the plan and the training of the nurses 
and sets out his conclusion as to the merits 
of the scheme. He decided that the scheme is 
fostered by the State at the expense of dental 
research and dental education. The scheme 
has brought about no improvement in the 
children’s dental condition, and dentistry for 
children is now almost completely rejected by 
private practitioners. Dr. Gruebbel comments 
adversely both on the quality of the work 
done and on the material and equipment used 
by the nurses. He deplores the deliberate 
attempt to create a subprofessional outlook 
among them by discouraging the reading of 
scientific: literature. Throughout the report 
he expresses his disapproval of any inter- 
vention by the State in dentistry.—_ GRUEBBEL, 
ALLEN O. (1950), J. Amer. dent. Ass., 41, 275, 
422, 574. 


The Effect of Irradiation on the Dental System 
as demonstrated by the Roentgenogram 
The effect of irradiation on the dental 

system was first noted in 1905 by Recamier 

and Tribondeau, who observed  under- 
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development in the teeth and skull of a kitten 
on the side exposed to X rays. Since then 
many cases have been reported and important 
data have been classified. Five cases are 
reported in this article and their findings 
agree with those of other workers. Each 
patient observed had had irradiation therapy 
in infancy for a pathological process occurring 
in proximity to the developing dentition 
(two cases of lymphangioma and three of 
hemangioma). All the cases had full mouth 
radiographs taken at the time of a dental 
examination. From evidence it seemed reason- 
able to assume that irradiation can: (1) Injure 
a tooth germ to the extent that a tooth will 
not form; (2) Cause dwarfing of the permanent 
teeth; (3) Effect dwarfing of the roots of 
permanent teeth that are undergoing develop- 
ment during irradiation; (4) Effect premature 
completion of calcification of permanent 
teeth; and (5) Cause early eruption of perman- 
ent teeth.—Bruce, K. W., and STAFNE, E. C. 
(1950), J. Amer. dent. Ass., 41, 684. 


Denture Construction for the Knife-edge 
Lower Ridge 


A method of constructing a lower denture 
for cases presenting a knife-edge ridge is 
discussed. It employs the use of an elastic or 
soft resin in the areas where resiliency is 
desired. The procedure is the same as for 
the normal case except for the packing of the 
acrylic. The flask is packed in the regular 
manner with hard acrylic, and, after trial 
pressing, the necessary areas cut away and 
soft resin substituted. If a complete tissue 
surface of elastic resin is required, a double 
thickness of cardboard is soaked in water and 
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applied to the cast in the same way as a base 
plaice, and the flask closed with the normal 
hard acrylic and the cardboard. The card- 
board is removed on opening, and the soft 
acrylic packed into the space. Curing is 
normal, Finishing is done with sandpaper 
cones or disks. The surface should not be 
heated by fast polishing. 

The advantages are that it is non-irritating 
to the mucous membrane, easy to process, 
flexible enough to prevent irritation and sore 
spots, light in weight and durable, and does 
not fracture easily. Its disadvantages are 
that it may harden with age, it wears more 
than hard resins, and it is more porous. It is 
claimed that this type of restoration for the 
knife-edge lower is ideal, and gives the patient 
great comfort. The life of the denture is about 
two years, but it may be repaired or re-lined if 
necessary.— SCHERMER, R. (1950), J. Amer. 
dent. Ass., 41, 690. 


Ammoniated Tooth Powder 


The University of Illinois College of Dentis- 
try reports on the results of a two-year study 
involving 716 schoolchildren on the use of 
ammoniated tooth powder. 

Four groups of children were treated. The 
first group used a dentifrice containing the 
common cleansing agents of tooth powders. 
The second group used a dentifrice containing 
5 per cent ammonium phosphate and 3 per 
cent urea. The third group used the ammoni- 
ated tooth powder with the addition of Ben- 
tonite. Bentonite is a colloidal clay, and was 
added with the possibility of prolonging the 
retention of the ammonia on the teeth. The 
fourth group were used as a control and brushed 
their teeth according to their usual habits. 

The first three groups brushed their teeth 
in the school classroom every morning and 
afternoon, and again after the evening meal. 

At the end of the two-year period a clinical 
and radiological examination was performed 
by the department of public health as well as 
by the College of Dentistry. It was found that 
the group using the ammoniated dentifrice 
without the bentonite experienced the least 
decay. This group had 20-5 per cent less 
cavities than did the children in the control 


group, who had brushed their teeth according 
to their own methods. The non-ammoniated 
dentifrice was less effective, but this group 
had 9-3 per cent fewer cavities than did the 
control group. 

Dr. Robert G. Kessel points out that the 
results confirm his preliminary studies in this 
field. This study was performed under more 
severe conditions and on children in an age 
group (10 to 11 years) which is one of high 
susceptibility. It is interesting to note that 
this study used the astonishing amount of 
six tons of tooth powder.— Univ. Illinois News 


(1950), October. 


Enamel Lamellz in relation to Caries 


This article is a report on research studies 
carried out on the formations in the enamel 
known as lamelle. Gottlieb claims in his 
theory of caries that these lamelle are the 
main routes of penetration for dental caries. 
Histological investigations show that these 
so-called lamelle are found to be (1) the actual 
lamella, (2) crevices artificially produced by 
the grinding process, and (3) crevices already 
present in the live tooth. It was found that 
they are far less frequent and arranged in a 
less regular pattern than Gottlieb and other 
authors claim. 

The dentine processes of the lamelle did not 
appear to be artefacts or pigment-filled hollow 
spaces as Gustafson claims, but rather as part 
of the lamellez, though not always present. 
The organic pattern of carious enamel was 
found to be more resistant against acids than 
sound enamel. The author maintains that the 
lamellez cannot be held responsible for the 
propagation of dental caries, and that it is 
co-incidental if lamelle are found within the 
carious lesion. The histological picture of 
enamel caries shows unmistakably that other 
factors are responsible for the initial carious 
process. 

It is apparent that a school of caries prophy- 
laxis based on the treatment of the enamel 
lamellz or on the prevention of their formation 
is unfounded and without influence on the 
actual factors initiating dental caries.—WILD- 
BOLZ, GEeorG (1950), Schweiz. Mschr. Zahn- 
heilk., No. 12, 1176. 
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A Cytology Study of the Cornification of the 
Oral Mucosa in Women 


This study was undertaken for the purpose 
of determining the normal cytology of the oral 
mucous membrane of normal women and to 
investigate whether a relation exists between 
the normal oral and vaginal cytology during 
the menstrual cycle. 

Three types of epithelial cells were found in 
the oral mucosa of females, which were identi- 
cal to whose found in the male. The only 
difference was in the distribution of the cells. 


A correlation seemed to exist between the 
changes in the oral smears of the buccal 
parietes and the ventral aspect of the tongue 
and the changes found in vaginal smears during 
the menstrual cycle. It appears that the 
maturity of these cells and their distribution 
are influenced by the cestrogen level. 

The results of this study show the need for 
further research in oral cytology related to 
menstrual and other general influences.— 
IuseEM, Rosa (1950), Oral Surg., oral Med., 
oral Path., 3, 1516. 


BOOK REVIEW 


DENTAL ANATOMY AND PHYSIOLOGY FOR STU- 
DENTS. By James Artcuison, B.Sc., H.D.D., D.D.O., 
L.D.S., Director of Dental Education, University of 
Glasgow; Director of Glasgow Dental Hospital; etc. 
Second edition. 54 x 84 in. Pp. 418, with 159 illus- 
trations. 1950. London: Staples Press Ltd. 25s. - 

THE author has completely revised his book for this 

second edition, the first having been published in 1940. He 

has endeavoured to cover all the necessary requirements 
for the L.D.S. examination and to correlate the study 
of dental anatomy with dental surgery and orthodontics. 

The book is arranged so that all aspects of the subject 

are dealt with under headings, which facilitates reading 

and the study of important points. Each chapter ends 
with an extensive bibliography. 

The book does not, however, quite come up to expecta- 
tions and has certain shortcomings. Some of the views 
expressed would not be accepted by many workers in 


this field. The chapter on the morphology of the teeth 
is rather too concise and the diagrams could be improved 
with advantage. Too much space has been devoted to 
aspects of anatomy and physiology that would probably 
be better explained elsewhere, and too little to the actual 
dental anatomy. Little mention is made of the import- 
ance of the physiological rest position of the mandible 
in relation to the free-way space; movements of the 
temporomandibular joint in relation to the positions of 
occlusion, rest, and initial contact; and arch formation 
in relation to muscle pull. 

The second half of the book is devoted to comparative 
dental anatomy. The author states that in his opinion 
this subject is of increasing importance, as it provides 
the key to many human problems. 

The book is well printed, but it is hoped that in the 


next edition the illustrations will be improved. 
N. L. W. 


BOOK 


[The undermentioned books have been received, and will 


be reviewed in subsequent issues.| 


ENDODONTIA. The Clinical Pathology and Treatment 
of the Dental Pulp and Pulpless Teeth. By Epcar 
D. Cooutiwce, B.S., M.S., D.D.S., LL.D., Emeritus 
Professor of Therapeutics, Preventive Dentistry, and 
Oral Hygiene, Chicago College of Dental Surgery, 
School of Dentistry, Loyola University, Chicago. 
5% x 94 in. Pp. 300, with 180 illustrations. 1950. 
London: Henry Kimpton. 42s. 


TEXTBOOK OF PERIODONTIA (ORAL MEDICINE). 
By Samuet Miter, D.D.S., F.A.C.D., 
F.A.D.M., Professor of Periodontia and Chairman of 
Periodontia Department, New York University College 
of Dentistry. With the co-operation of the Members 
of the Periodontia Staff and Special Contributors. 
Third edition. 6 x 9 in. Pp. 900 + xviii, with 
586 illustrations, some coloured. London: Henry 
Kimpton. 84s. 
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NOTICES 


ESSENTIALS OF ORAL SURGERY. By Vivray Papin 
Buarr, A.M., M.D., F.A.C.S., Professor Emeritus in 
the School of Medicine, and Professor Emeritus of 
Oral Surgery in the School of Dentistry, Washington 
University, St. Louis; and Ropert Henry Ivy, M.D., 
D.D.S., F.A.C.S., Professor of Plastic Surgery in the 
School of Medicine and Graduate School of Medicine, 
and Professor of Maxillofacial Surgery in the School 
of Dentistry, University of Pennsylvania, Phila- 
delphia; with the collaboration of JAMES BARRETT 
Brown, M.D., F.A.C.S., Associate Professor of 
Clinical Surgery in the School of Medicine, Washington 
University, St. Louis. Fourth edition. 6 « 9 in. 
Pp. 635, with 485 illustrations. 1951. London: 
Henry Kimpton. 56s. 


PSYCHOSOMATICS AND SUGGESTION THERAPY 
IN DENTISTRY. Jacos Sroizenserc, D.D.S. 
84 x 54 in. Pp. 152 + xii. 1951. New York: 
Philosophical Library Inc. 3.75. 
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